Abstract
Introduction
Local health departments (LHDs) dedicate resources and attention to preventing obesity and chronic disease (1), thus expanding their work beyond traditional public health activities such as disease surveillance and control to increasing access to healthful food and physical activity. This work occurs particularly in lower income communities of color where obesity and chronic disease rates are highest. This approach parallels research demonstrating that environmentally focused interventions to prevent obesity and chronic disease have a greater impact than individual behavior modification approaches (2, 3) . LHDs can play a leadership role in promoting these interventions (4-6); however, little is known about LHDs' capacities for expanding their work to prevent obesity and chronic disease. Given high obesity and chronic disease rates (7) , growing momentum in the field of chronic disease prevention, and the fiscal crises counties face (8) , it is crucial to monitor LHDs' abilities to maintain and deepen activities for preventing obesity and chronic disease.
The Sarah Samuels Center for Public Health Research and Evaluation conducted a survey of California LHDs in 2007 (Phase I) to understand their capacity, practices, and resources for changing nutrition and physical activity environments for preventing obesity and chronic disease (5) . Samuels Center conducted a second survey in 2010 (Phase II) to understand how LHD practice had changed since the Phase I survey, hypothesizing that LHD capacities had evolved to meet the increasing need for interventions to prevent obesity and chronic disease. Phase II was also designed to learn whether foundation funding and a lead person or organizational unit for preventing obesity and/or chronic disease influences LHDs' activities to improve nutrition and physical activity environments.
California's LHD practice has matured to encompass community and governmental collaborations, practice equity, and regional approaches. For many LHDs, obesity prevention was the gateway through which practice has expanded to address chronic disease prevention and underlying conditions that affect health. The Phase II survey was conducted to learn about LHDs' readiness and capacity to progress along this continuum and to provide a benchmark from which to measure the evolution of public health practice for preventing obesity and chronic disease. We present Phase II survey findings.
Methods

Sample
We contacted 175 staff members in California's 61 county health departments, including public health directors, health officers, nutrition managers, chronic disease prevention directors, and obesity and chronic disease prevention coordinators and invited them to participate in the Phase II survey, which was conducted in 2010. We identified potential respondents through professional associations, Internet searches, e-mails, and telephone calls. These professional groups were selected because of the pivotal role they play in LHDs in preventing obesity and chronic disease, and to obtain diverse perspectives within LHDs. The number of respondents per department ranged from 1 to 6 and was typically 1 (mode).
Survey measures
The Samuels Center, in collaboration with the Partnership for the Public's Health, the Public Health Institute, and The California Endowment, developed the Public Health Departments and Obesity/Chronic Disease Prevention Phase II Survey. Survey questions assessed 1) how LHDs are working to change nutrition and physical activity environments to prevent obesity and chronic disease and 2) which factors influence their activities. We refined questions from the Phase I survey to enhance their relevance to public health practice evolution and added new questions. Although the Phase I survey focused only on obesity prevention, Phase II focused also on chronic disease prevention. We adapted environmental and policy change items from the Institute of Medicine's (IOM's) Local Government Actions to Prevent Childhood Obesity report (9) . The survey contained 24 items and took 10 minutes to complete. The Public Health Institute Institutional Review Board determined that no review was necessary for this research. We used a web-based survey tool to administer the survey.
Data analysis
We exported data from the web-based tool into SPSS (IBM, Inc) and analysed the LHD-level data by aggregating individual respondents' answers to each question for each department. For yes/ no questions, if at least 1 respondent from each LHD answered yes, we assigned an affirmative response to the department. For scaled questions, we averaged individual responses from each department. We grouped responses by whether LHDs received philanthropic foundation grant funding and by whether LHDs had a lead person or organizational unit for preventing obesity and chronic disease.
Results
At least 1 individual responded to the survey in 53 of California's 61 LHDs, equaling an 87% departmental response rate. The 53 LHDs that did respond serve nearly all (99.5%) of California's population of 37 million (10). We asked respondents to self-identify their position: 27% were program managers for nutrition or the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), 23% were public health officers, 15% were public health directors, 4% were chronic disease directors, and 2% were physical activity managers. The remaining respondents fell into the category of "other" staff (29%), including deputy directors, health promotion managers, and nutritionists.
Organizational plans and worksite policies
Twenty-two LHDs in Phase II either had an organizational plan for preventing obesity and chronic disease or participated in a county-wide plan, compared with 17 departments in Phase I (Figure) . Thirty-one LHDs had workplace nutrition policies, physical activity policies, or both for their own staff, an increase of 5 from Phase I. Forty-one LHDs also had employee benefit programs encouraging employees to engage in physical activity such as wellness programs, fitness club discounts, and walking clubs, 3 more than in Phase I. 
Staff capacity
In 72% (n = 38) of LHDs, there was a lead person or organizational unit for preventing obesity and chronic disease. At those organizational units, activities included health promotion (21%), community health (16%), chronic disease prevention (16%), and health policy (3%). Although most departments either lost staff (59%) or had the same number of staff (26%) as in 2006, many departments increased their effort (62%) or put about the same effort (12%) into preventing obesity and chronic disease.
Respondents ranked their capacity (knowledge, skills, and/or expertise) for preventing obesity and chronic disease on a rating scale (1, poor/none; 2, fair; 3, good; 4, excellent). LHDs, on average, reported that they have good or excellent capacity for nutrition-related activities. They ranked providing access to healthful food, communications, community organizing, intersectoral collaboration, and leadership capacities as good. LHDs reported having fair research capacity, urban planning/community design/ transportation capacity, and violence prevention capacity, and fair or poor/none legal expertise. The barriers most commonly cited for being unable to engage in activities related to preventing obesity and chronic disease were limited training (45%) and salaries too low to attract quality staff (19%).
Strengthening focus
In the 4 years preceding the survey, 74% (n = 39) of the departments had changed internally in 1 or more ways to address obesity and chronic disease prevention. Over half (53%) of LHDs had reorganized internally; 51% had implemented nutrition and physical activity policies and programs. Nearly half of the departments had trained staff (47%) and increased leadership (45%).
Of 39 LHDs indicating internal changes, 77% attributed changes to increased momentum in the field of obesity prevention (Table  1) . LHDs also attributed change to other contributors: regional and statewide efforts in preventing obesity and chronic disease (67%); learning from other health departments (59%); and obesity prevention initiatives such as Healthy Eating, Active Communities (HEAC), Central California Regional Obesity Prevention Program (CCROPP), and the public health department mini-grants program (46%).
Funding sources
Almost two-thirds of LHDs used WIC funding for preventing obesity and chronic disease, followed by realignment (funding from the transfer of program responsibility and revenue sources for sales tax and vehicle license fees from the state to counties) (60%) and Title V (Maternal, Child, and Adolescent Health) funding (57%) ( Table 2 ). LHDs that received foundation funding were more likely than LHDs without foundation funds to use local general funds (69%) and Network for a Healthy California funds (75%) as additional resources for preventing obesity and chronic disease.
Engagement in activities
All responding LHDs engaged in at least 1 of the IOM's recommended environmental and policy change activities to prevent childhood obesity. Whether they received foundation funds or had a lead or organizational unit for preventing obesity and chronic disease influenced how likely they were to engage in certain activities (Table 3) .
Over half of LHDs engaged in built environment assessment activities (57%) and geographic information system (GIS) mapping (51%). LHDs that received foundation funding were more likely than LHDs without foundation funds to conduct built environment studies (81% vs 33%), Communities of Excellence (CX3) (73% vs 22%), GIS mapping (65% vs 37%), and health impact assessments (46% vs 7%). Similarly, LHDs with a lead for preventing obesity and chronic disease were more likely than LHDs without a lead to perform built environment assessments (76% vs 7%), CX3 (61% vs 13%) assessments, and GIS mapping (63% vs 20%). Eighty-three percent of LHDs participated in planning commissions or committees focused on improving the built environment, and 60% collaborated with other health departments in regional obesity prevention efforts. LHDs with foundation funding were more likely than LHDs without foundation funds to participate in school or community collaboratives or coalitions (92% vs 82%) or engage in preventing obesity and chronic disease through collaboration with other health departments (85% vs 37%). LHDs with a lead for preventing obesity and chronic disease were more likely than LHDs without a lead to be involved in school or community collaboratives or coalitions (90% vs 80%) and planning commissions or committees (92% vs 60%).
PREVENTING CHRONIC DISEASE
Forty-two percent of LHDs worked with schools to enforce state physical education requirements, and 30% worked toward ensuring free and safe drinking water availability. More LHDs with a lead for preventing obesity and chronic disease than LHDs without a lead worked to improve food and beverage environments (76% vs 20%), state physical education requirement enforcement (50% vs 20%), and drinking water availability (40% vs 7%).
Many LHDs helped small store owners carry more healthful, affordable items (42%), and limited fast food accessibility through zoning or policy measures (23%). More LHDs that received foundation funding helped store owners carry more healthful items than did LHDs without foundation funds (69% vs 15%). LHDs with a lead for preventing obesity and chronic disease were more likely to help store owners carry more healthful items (58% vs 0%), support incentive programs or use zoning laws to attract grocery stores to underserved neighborhoods (42% vs 0%), and limit fast food access (32% vs 0%) than LHDs without a lead.
To increase community food access, LHDs encouraged federal food assistance program acceptance at farmers markets (72%), monitored menu labeling in chain restaurants and/or encouraged nonchain restaurants to provide calorie information (28%), and offered incentives to restaurants that provide healthier options (13%). LHDs that received foundation funding were more likely than LHDs without foundation funds to promote food assistance program acceptance at farmers markets (92% vs 52%), farmers markets establishment (85% vs 48%), menu labeling (46% vs 11%), and incentives to restaurants that offer healthier options (27% vs 0%). LHDs with a lead for preventing obesity and chronic disease were more likely to promote food assistance program acceptance at farmers markets (82% vs 47%), farmers markets establishment (82% vs 27%), and monitoring menu labeling (37% vs 7%) than LHDs without a lead.
Forty-two percent of LHDs supported public venue and worksite nutrition standards and/or physical activity guidelines. LHDs that received foundation funding were more likely than LHDs that did not receive foundation funding to support nutrition and/or physical activity guidelines for worksites (73% vs 11%) and public venues (58% vs 26%). More LHDs with a lead than LHDs without a lead for preventing obesity and chronic disease supported nutrition and/or physical activity guidelines for worksites (58% vs 0%) and public venues (55% vs 7%).
Overall, 68% of LHDs supported sidewalk planning and building, and 60% developed and implemented Safe Routes to School programs with schools. LHDs that received foundation funding were much more likely than LHDs without foundation funds to engage in sidewalk planning and building (89% vs 48%), Safe Routes to Schools (85% vs 37%), and joint use agreements (69% vs 30%). Similarly, LHDs with a lead for preventing obesity and chronic disease collaborated on physical activity improvements at a much higher rate than LHDs without a lead; 87% of those with a lead and 20% of those without a lead worked on sidewalk planning and building. Of LHDs with a lead, 76% worked on Safe Routes to School (compared with 20% without a lead), 63% worked on joint use agreements (compared with 13% without a lead), and 66% supported park development (compared with 20% without a lead).
Discussion
Agents for change
The Phase II survey findings show that LHDs, in collaboration with local governments and community leaders, are agents of change for preventing obesity and chronic disease. As a new standard of practice, California LHDs are addressing the policies, systems, and environments that underpin good health-related outcomes.
LHDs made changes within their organizations for preventing obesity and chronic disease through reorganization, reallocation of resources, leadership development and staff training, and nutrition and physical activity policy implementation. An important finding is that LHDs attribute their organizational and practice changes to contextual factors such as learning from regional and state obesity and chronic disease prevention efforts, learning from other LHDs, and participating in obesity prevention initiatives. LHDs also favorably rated their staffs' capacity in various skill areas needed for preventing obesity and chronic disease, demonstrating that departments are reshaping their organizations. These findings may explain why LHDs can report both increasing their efforts for preventing obesity and chronic disease and losing or maintaining the same staff or resources to support these activities. LHDs relied on and used both governmental and foundation funding for preventing obesity and chronic disease. Foundation funding, which may allow LHDs more flexibility than governmental funding in how the funds are used, appears to have provided impetus for California LHDs to engage in changing nutrition and physical activity environments. These findings are consistent with findings from Phase I (5). More than 70% had a lead person or division for preventing obesity and chronic disease, which is consistently associated with pursuing environmental and policy approaches for preventing obesity and chronic disease.
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Evolution in practice
Public health practice in California changed considerably since our first survey in 2007. Key developments were the position paper issued by the California Conference of Local Health Officers (CCLHO) (11) in 2007 and regional workshops in 2008 to strengthen department capacity for preventing obesity and chronic disease. Additionally, the Bay Area Regional Health Inequities Initiative convened 11 LHDs to transform public health practice so as to change conditions that contribute to health disparities and cultivate recognition that social justice and equity are at the heart of reducing conditions that fuel the obesity and chronic disease epidemics (12) .
Activities for preventing obesity and chronic disease gained visibility and momentum through HEAC and CCROPP -pioneering, multisector initiatives to change nutrition and physical activity environments in low-income, ethnically diverse communities. These programs achieved full implementation between Phase I and Phase II, and may explain the high level of LHD engagement in policy, systems, and environmental approaches to prevent obesity and chronic disease. Fourteen LHDs played major roles in the 2 initiatives (13-16).
Change in policy and systems at the state level further fueled momentum in LHDs to improve nutrition and physical activity environments in California. A Health in All Policies Task Force (convened by The California Department of Public Health) was created to foster collaboration between California state departments and to require consideration of the health impact of all proposed policies (17) .
Although LHDs worked on preventing obesity and chronic disease with fewer resources and staff in an already challenging funding environment (18) (19) (20) , new federal funding sources and sustained leadership from the public health profession have bolstered The Affordable Care Act's Prevention and Public Health Fund (25) provides unprecedented resources and models for addressing chronic disease prevention and fostering new links between LHDs and medical care as well as health workforce deployment innovations to prevent chronic disease. The Phase II survey findings provide indicators that LHDs may consider as they develop community assessments and plans for chronic disease prevention activities or prepare for the public health accreditation process.
Limitations
Although this study has many strengths, a few limitations must be noted. Most questions in Phase I were altered for Phase II, limiting our ability to compare data between time points. Altering the questions was deemed acceptable, however, because these sur-PREVENTING CHRONIC DISEASE 
Conclusions
Prevention-focused funding, professional development activities, continued leadership from the public health field, and community engagement are needed to ensure that LHD gains in preventing obesity and chronic disease are leveraged and sustained and that conditions underlying chronic disease are addressed. The Phase II survey findings provide a benchmark from which further increases and improvements in chronic disease prevention practice in California LHDs may be measured. PREVENTING CHRONIC DISEASE VOLUME 11, E201
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